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Abstract 
Placenta accreta and placenta percreta are rare 
causes of serious obstetric hemorrhage. Here 
we report an undiagnosed case of placenta 
percreta presenting to the emergency 
department with shock in the third trimester of 
pregnancy. Emergency laparotomy with 
caesarean hysterectomy and blood transfusion 
are the key steps in successful management. 
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Introduction 
Placenta percreta is a rare complication 
of pregnancy which is potentially life-
threatening for both the mother and the 
fetus. In patients with placenta previa, 
the risk of accreta is 10% to 25% with 
one prior caesarean section.1 Uterine 
rupture due to placenta percreta is very 
rare, with an incidence of 1 in 5,000 
pregnant women.2 This is to report a 
case of a previously undiagnosed 
placenta percreta which presented with 
shock due to uterine perforation and 
fetal distress. 
Case report 
A 24 year old married Indian female; 
G2P1A0L1; post low transverse 
cesarean delivery pregnancy presented 
with shock to the emergency 
department.  Her gestational age was 
36 wks by LMP. She had a history of 
open myomectomy before her first 
pregnancy. The details of the operative 
note regarding the location and extent of 
myomectomy were not available.  Her 
first pregnancy was uneventful except 
for breech presentation resulting in an 
uncomplicated caesarean section. The 
exact location of the placenta was not 
documented in her current antenatal 
note, but it was not a case of placenta 
previa. The antenatal period was 
uneventful until her presentation at 36 
weeks of gestation with severe 
abdominal pain. Her ultrasonography 
report at 28 wks of gestation suggested 
posterior low lying placenta; but no 
evidence of placenta accreta was given 
in that report. After 30 wks she had no 
regular antenatal check-up; as she was 
scheduled for an antenatal check-up 
and elective low transverse caesarean 
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delivery at 37 weeks. 
Clinical examination: She presented 
with a history of sudden onset of 
abdominal pain and diminished fetal 
movement for the past 2 hours. She was 
very pale, ill looking and 
hemodynamically unstable with blood 
pressure 80/50 and pulse 120/min and 
low volume. Abdominal pain was 
continuous and generalized. On 
abdominal examination, the uterine 
contour was intact. It was difficult to 
define uterine scar tenderness. The fetal 
heart rate could not be localized. The 
abdomen was mildly distended with 
muscle guarding present. An emergency 
ultrasonography would probably have 
been advisable; however, the acute 
emergent presentation of the case 
precluded an ultrasound as we were 
resuscitating her and preparing for an 
emergency laparotomy. On vaginal 
examination, the cervix was uneffaced 
with no dilatation or vaginal bleeding. 
Diagnosis & treatment: The decision for 
laparotomy was made with the 
provisional diagnosis of uterine scar 
rupture or concealed placental 
abruption. She was taken to the 
operating theatre within 30 minutes from 
the time of admission.  On laparotomy, a 
massive hemoperitoneum was 
observed. Her previous Caesarean 
section scar was intact. Lower segment 
caesarean section was done revealing 
clear amniotic fluid. A live male of 2.75 
kg was delivered with Apgar score of 1 
at 1 minute. The baby was resuscitated 
by the neonatologist and after initial 
resuscitation with bag mask ventilation 5 
minute Apgar score was 5 and 
subsequently 10 minute Apgar score 
was 8. The baby was sent to the NICU 
and kept under observation for 2 days 
before being given to the mother. The 
uterus was elevated out of the 
laparotomy incision. The placenta was 
densely adhered to the posterior aspect 
of the uterus. The myometrium and 
serosa were penetrated by the placenta, 
with evidence of uterine perforation with 
placenta percreta at the posterior 
surface of uterus. (Figure 1) The 
decision was made to perform a total 
abdominal hysterectomy in view of the 
placenta percreta. The specimen was 
sent for histopathology which showed 
placental villi extending deeply into and 
through the myometrium of the lower 
uterine segment, suggestive of placenta 
percreta in the lower uterine segment. 
Post operatively, she was transferred to 
the Intensive Care Unit and received a 
blood transfusion of 4 units. She 
recovered well with transfer to the 
general ward on the 3rd post-operative 
day and an uneventful post-operative 
period. She was discharged from the 
hospital on 7th post-operative day. At 
the time of discharge her hemoglobin 
was 8.5 gm% and she was advised to 
take oral iron therapy for three months. 
Discussion 
The overall incidence of placenta 
accreta is 1 in 533 pregnancies.3 
Placenta percreta is the rarest form of 
placental abnormalities (7% of 
pathologically adherent placenta).4 In 
placenta percreta, the decidua basalis is 
partially or completely absent, and the 
chorionic villi invade the entire 
myometrium up to the serosa.5 The 
increasing incidence of placenta accreta 
may be associated with the increased 
rate of caesarean deliveries. Other 
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predisposing factors include: 
complicated uterine curettage, manual 
removal of the placenta, and 
myomectomy.6 Placenta percreta may 
present in the antenatal period with 
intraperitoneal or intravesical bleeding. 
Intraperitoneal bleeding mimics 
placental abruption or uterine rupture.7  
 
 
Figure 1- Placenta percreta perforating serosa in posterior surface of uterus 
Gray-scale ultrasound and color Doppler 
imaging are the first-line imaging 
modalities for the diagnosis of placenta 
accreta. MRI is used as an adjunct tool 
when sonographic examination is 
equivocal or when the placenta cannot 
be reliably visualized on sonography. 
The 2D ultrasound criteria for the 
diagnosis of placenta accreta in at-risk 
patients are obliteration of the 
retroplacental echolucent zone, 
abnormal prominent placental lacunae 
and thinning or disruption of the 
hyperechoic uterine serosa–bladder 
interface.8 3D power Doppler imaging 
increases the sensitivity of the diagnosis 
of placenta accreta with the following 
parameters: intraplacental 
hypervascularity, inseparable 
cotyledonal and intervillous circulations, 
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tortuous vascularity with chaotic 
branching.9 MRI may show signs of 
abnormal placentation as defined by 
thinning, indistinctness of the 
myometrium, loss of the thin T2 dark 
uteroplacental interface, irregular thick 
intraplacental T2 dark bands (result of 
fibrin deposition), marked placental 
heterogeneity, and bulging of the lower 
uterine segment.10 In the present case, 
routine ultrasonography likely did not 
diagnose the percreta as the area of 
involvement by percreta was very small 
and in the posterior surface. (Figure 1) 
We speculate that it is possible that the 
previous myomectomy which may 
involve the uterine cavity could give rise 
abnormal placentation in this case; 
although a recent study showed that 
prior myomectomy is not associated 
with higher risks of either uterine rupture 
or placenta accreta.11 In general, the 
area of placenta percreta-induced 
uterine rupture exhibits high 
vascularization; which can give rise to 
massive hemorrhage as in this case. 
Caesarean hysterectomy is 
recommended in the case of life-
threatening severe hemorrhage.6 
Conservative management may be an 
option in order to prevent peripartum 
hysterectomy and to preserve fertility, as 
long as bleeding remains minimal. 
Leaving the placenta in situ undisturbed 
is a consideration with administration of 
prophylactic antibiotic and prophylactic 
postpartum oxytocics. There appears to 
be no universal agreement on the 
requirement for methotrexate when the 
placenta is retained; although it may 
hasten the resolution of placenta.11 
Follow-up to ensure the resolution of 
placental tissue is done with a 
combination of clinical assessment, 
ultrasound examination and serial 
serum ß-hCG assay. If the area of 
accreta is focal and the majority of the 
placenta has been removed, then a 
wedge resection of the area can be 
performed. Evidence suggests that 
bilateral uterine artery embolization is 
less likely to be successful in cases of 
abnormal placentations.12 Planning for 
delivery should involve a team including 
a maternal fetal specialist, an 
anesthesiologist, a urologist, a 
hematologist, an interventional 
radiologist, and a pelvic surgeon to 
optimize patient outcome. Delivery 
should be done in a specialized tertiary 
center with adequate resources, 
including those for massive transfusion 
anticipating need for hysterectomy.13 
Conclusions 
Previously undiagnosed placenta 
percreta is rare but might present as an  
unexpected hemoperitoneum. Rapid 
diagnosis, blood product replacement 
and emergency laparotomy with 
caesarean hysterectomy are the key 
steps in successful management. 
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